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Carcinoma of the Pancreas, 
Biliary Tract and Liver 


PART Il 


Howard F. Raskin, M.D., Robert D. Moseley, Jr., M.D., 
Joseph B. Kirsner, M.D., and Walter L. Palmer, M.D. 


Methods of Examination 
GASTRODUODENAL EXAMINATION 

Because of the clinical symptomatol 
ogy, patients with pancreatico-ampul- 
lary neoplasms generally will have a 
gastroduodenal examination during the 
course of their disease. The retrospec- 
tive studies which have been reported 
generally deal with the findings of this 
type of examination.?'°?":27%5 

In approximately 50 per cent of cases 
of carcinoma of the pancreas, changes 
will be produced in the duodenum and 
stomach; retrospective studies have 
shown that in approximately half of 
these cases the diagnosis can be made 
or rendered probable. Small defects and 
minor displacements of the duodenal 
bulb or second portion of the duodenum 
are among the findings most frequently 
overlooked.*® Small lesions will as fre- 
quently produce roentgen findings as 
large lesions since the abnormalities 
are usually due to duodenal wall inva- 
sion (Fig. 13) and not to increase in 
tumor size.* 

It is for this reason that the pan- 
creatic neoplasms diagnosed by virtue 
of the production of widening of the 
duodenal loop (Fig. 14) are rarities, as 
are those tumors of such size that they 
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displace the stomach anteriorly (Fig. 
15). Even were these reliable signs, 
which they are not, if radiologic diag- 
nosis must wait until an invasive lesion 
has reached such a size, it will general- 
ly be a pathologist’s and not a surgeon’s 
radical excision that will remove it. 

Extrinsic displacements frequently 
give no good clue as to the origin of the 
displacing mass (Figs. 16A,16B). Only 
by observation of the finer details of 
mucosal derangement can earlier diag- 
nosis be obtained. Even here the dan- 
ger of considering lesions pathogno- 
monic must be avoided. The “reverse 3 
sign’’’*® or epsilon (¢) sign (Fig. 17C), 
while probably always indicative of ab- 
normality, is by no means diagnostic 
of pancreatic carcinoma but may result 
also from duodenitis or pancreatitis.°° 
The impression produced in the duod- 
enal bulb because of the dilated com- 
mon duct associated with mucosal ab- 
normalities in the second portion of the 
duodenum is a valuable and relatively 
reliable sign (Figs. 17A, 17B, 17C).”’ 
As in many situations in radiologic 
diagnosis, the presence of several an- 
cillary findings leads more certainly to 
diagnosis. 

The possibility of primary duodenal 
carcinoma as the cause of roentgen 
findings in this area also must be men- 








Fig. 13. Woman, 65, with pancreatic ade- Fig. 14. Large pancreatic neoplasm with 
nocarcinoma invading the second and widening of the duodenal loop. 
third portions of the duodenum. 


tioned (Fig. 18). Differentiation may 
be impossible surgically and difficult 
pathologically ; radiologic separation of 
such cases from pancreatic neoplastic 
invasion will certainly not be easier. 


CHOLECYSTOGRAPHY 


Visualization of the gall bladder by 
ingestion of opaque materials general- 
ly is not of much assistance in the diag- 
nosis of neoplasm of the liver, gall 
bladder, biliary ducts and pancreas. 
The presence of the lesion will general- 





Fig. 15. Huge pancreatic tumor diagnosed 
by anterior displacement of the stomach 
ly exclude the possibility of gall blad- in the immediate preautopsy period. 





Fig. 16A. Hepatoma causing displacement Fig. 16B. Carcinoma of the pancreas dis- 
of the stomach. placing the stomach. 
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17A 17B 

Fig. 17A. Carcinoma of the head of the 
pancreas in a 67-year-old male. Note 
the characteristic deformity of the duode- 
nal bulb. 


der function necessary for visualiza- 
tion. In small polypoid lesions of the 
gall bladder (Fig. 19), visualization 
may be accomplished and diagnosis 
made by failure to effect movement by 
a change in patient position. Generally, 
however, these lesions are the result of 





Fig. 18. Primary carcinoma of the duod- 
enal bulb. 
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17C 
Fig. 17B. Impression on the bulb caused 
by greatly distended common duct. 
Fig. 17C. Epsilon sign in second portion 
of duodenum. 


polypoid cholesterolosis rather than 
adenomatous polyposis and are prob- 


ably not even premalignant. 


INTRAVENOUS CHOLANGIOGRAPHY 

The introduction of the hexa-iodo or- 
ganic compounds (Biligrafin, Chole- 
grafin),'7"*"""** which do not require 
concentration for visualization of the 
biliary system, represents a recent for- 
ward step in the diagnosis of this area. 
Unfortunately, though concentration is 
not required, liver function of sufficient 
extent is necessary to permit the effec- 
tive excretion of these compounds. Neo- 





Fig. 19. Polypoid cholesterolosis in a 55- 
year-old female. 





Fig. 20A. Man, 38, was explored because 
of jaundice with obstructive signs. The 
common duct was normal at operation; no 
lesion could be found. Operative cholangi- 
ography revealed this massive distention 
of the intrahepatic bile duct. Further ex- 
ploration then revealed a carcinoma of 
the right hepatic duct responsible for par- 
tial obstruction. 


plastic diseases of the bile ducts or pari 
creas usually produce obstructive hepa- 
topathy which so decreases liver func- 
tion that satisfactory excretion is not 
accomplished. Thus, in the cases in 
which the information is most needed, 
the method has the least chance for 
success, 

Premedication with 6 grams of Tele- 
paque and the use of laminography 
have improved our results and en- 





Fig. 20B. A choledochojejunostomy was 
performed after removal of the tumor in 
the right hepatic duct. Postoperative chol- 
angiography shows a return to normal of 
the intrahepatic ducts (left hepatic radi- 
cles not visualized). The patient is well 
without signs of recurrence two years 
after surgery. 


hanced visualization but, even so, the 
normal is more diagnostic than the ab- 
normal. 


OPERATIVE AND POSTOPERATIVE 
CHOLANGIOGRAPHY*”"*° 

Both of these procedures are uti- 
lized primarily to detect stones in the 
biliary system which can not be de- 
tected by probing or by palpation. Tu- 
mors may be overlooked at operation as 





Fig. 21. Normal postoperative cholangio- 
gram with excellent visualization of the 
intrahepatic ducts. 


Fig. 22. Operative cholangiogram with 
fortuitous visualization of the pancreatic 
duct system. 
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Fig. 23. Woman, 52, had obstructive jaun- 
dice of acute onset. Percutaneous trans- 
hepatic cholangiogram demonstrates the 
complete obstruction of the markedly di- 
lated common duct. Carcinoma of the head 
of the pancreas was responsible for the 
obstruction. Part of the gall bladder is 
also visualized. 


easily or more easily than calculi (Figs. 
20A,20B). These methods thus become 
very useful in the detection of small, 
early bile duct lesions. 

T-tube cholangiography in the post 
operative period (Fig. 21) is particu- 
larly helpful in those patients with re- 
current jaundice; a normal finding in 
the asymptomatic postoperative patient 
is comforting to the surgeon, 

Visualization of the pancreatic duct 
on cholangiograms produced either 
postoperatively or at operation (Fig. 
22) is not unusual. The filling is not in- 
dicative of pathology but is an expres- 
sion of the normal anatomical varia- 
tions of the sphincter region. 


PERCUTANEOUS TRANSHEPATIC 
CHOLANGIOGRAPHY 


In cases of poor hepatic function or 
in the presence of jaundice where even 
intravenous cholangiography fails to 
show the biliary structures, a needle 
may be introduced into the intrahepatic 
biliary radicles by percutaneous punc- 


ture under local anesthesia ;**"** injec- 
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Fig. 24. Man, 62, had a diagnosis of car- 
cinoma of the body and tail of the pan- 


creas established by cytology and by 
pneumoperitoneal pancreatography (See 
Fig. 17). Splenoportography demonstrates 
complete occlusion of the splenic vein due 
to neoplastic involvement. The tumor mass 
causes a displacement of the splenic vein 
in the region of the tail of the pancreas. 
Collateral circulation is through the vasa 
brevia. A Levin tube is present in the 
stomach. 


tion of an opaque organic iodine com 
pound will produce satisfactory visu 
alization of the ducts (Fig. 23). 

This method is particularly indi 
cated when simpler methods fail in 
cases in which the clinical suspicion is 
biliary tract or pancreatic carcinoma or 
where the problem is to diagnose the 
presence of obstructive, as opposed to 
nonobstructive, jaundice and to deter- 
mine the site of obstruction. 

The chief danger of the procedure is 
puncture of the extrahepatic biliary 
system with resultant bile peritonitis. 
One death has been recorded as a result 
of this mishap; in our group of only 
four patients investigated by this tech- 
nique, there has been one failure of 
puncture of bile radicles and one case 
of bile peritonitis. This latter patient 
had immediate symptoms of shock and 
the abdomen was explored without de- 
lay. A carcinoma of the pancreas was 
found (this was the cholangiographic 





Fig. 25A. Woman, 53, had suspected pan- 
creatic abnormality. Lateral view of abdo- 
men made after the retroperitoneal injec- 
tion of 1000 cc. of oxygen through the pre- 
sacral route. 


diagnosis) and a bypass procedure was 
performed. The patient died approxi- 
mately two months later; postmortem 
examination was refused. 

Despite the difficulties and dangers, 
percutaneous transhepatic cholangiog- 
raphy is of value in the preoperative 


investigation and 


diagnosis of pan- 
creatic-ampullary-biliary diseases in 
carefully selected patients in whom 


other simpler measures have failed. In 
the event of technical difficulty, imme- 
diate surgical intervention should be 
available. 


SPLENOPORTOGRAPHY 


Percutaneous splenoportography'® is 
a technically simple, reasonably safe 
procedure which produces very impor- 
tant information concerning the ven- 
ous vasculature of the upper abdomen. 
While it is true that portal hyperten- 
sion constitutes the primary indication 
for this procedure, it can also be used 
with advantage in the investigation of 
patients with 
(Fig. 24). obstruction 
may be accurately diagnosed and local- 


pancreatic 
Splenoportal 


neoplasm 


ized preoperatively. 
Future experience may indicate the 


Fig. 25B and 25C. Lateral laminograms 
made at various levels demonstrate the 
normal size of the pancreas (arrows). Ex- 
ploratory operation also revealed a nor- 
mal pancreas. 


usefulness of splenoportography in the 
diagnosis of otherwise undetected he 
patic metastatic neoplasms. 


PNEU MORETROPERITON EAL 
PANCREATOGRAPHY 


By opacifying the stomach and duod 
enum with orally administered barium 
sulfate and the retroperitoneal insuf 
flation of air, O. or preferably, CO. by 
the presacral route, it is possible to out 
line the pancreas, to determine its posi- 
tion and size and to detect lesions pro- 
ducing an increase in size of this organ. 
It is not possible to differentiate benign 
from malignant and a lesion 
which does not produce increased pan 


lesions 


creatic size cannot be diagnosed by this 
method. 
Laminography**** with the patient 
in lateral position with the right side 
down, makes possible differentiation of 
head, body and tail of pancreas and 
more accurate localization of lesions. 
The normal identified 
just below and posterior to the stomach 
and duodenum (Figs. 25A, 25B, 25C) 


pancreas is 


The presence of a mass outlined pos- 
teriorly by air and anteriorly by the 
contrast-filled stomach and duodenum 











Fig. 26A. (Same case as Fig. 15.) Lateral 
film of pneumoretroperitoneal pancreato- 
gram showing large mass in pancreas. 


constitutes the diagnostic finding of 
this method (Figs. 26A, 26B). 


OPERATIVE PANCREATOGRAPHY AND 
PANCREATIC ANGIOGRAPHY 


Two recently described experimental 
techniques indicate the future progress 
to be anticipated in attacking the prob- 
lem of neoplasms of the pancreas. 

Operative pancreatography'® has the 
disadvantage that it requires explora- 
tory surgery. Even more forbidding is 
the fact that the duct of Wirsung must 
be cannulated by a transduodenal ap- 
proach, a procedure which is technically 


Fig. 26B. Laminography demonstrates 
the position of this mass in the body of 
the pancreas. 


difficult and slightly hazardous. How- 
ever, there are probably occasional in- 
dications for the procedure. The diffi- 
culty of differentiating grossly, and 
even on frozen section, between carci- 
noma and chronic pancreatitis is well 
known. Certainly opacification of the 
ducts provides a definite answer to this 
problem (Fig. 27). 

If it were possible to produce this 
result with an oral intubation method, 
the accomplishment would represent an 
important step forward in the manage- 
ment of pancreatic lesions. 

Opacification of the arterial vascula- 





Fig. 27. Injection of operative specimen of total pancreatectomy in a case of chronic 
pancreatitis with calcifications. Dilated, tortuous ducts are indicative of chronic inflam- 
mation. Neoplasm produces localized deformity. No generalized ductal involvement. 


ture of the organs under consideration 
has been frequently accomplished by 
translumbar aortography.”* ' The 
selective placing of guided catheters 
into branches of the abdominal aorta 
With isolated opacification of the vascu- 
lar channels” is a new method of inves- 
tigation of the that holds 
much promise. 


pancreas 


Laboratory Aids in the Early Diagnosis 
of Pancreatic and Liver Cancer 


CARBOHYDRATE METABOLISM 


As might be expected, a disease 
process extensively involving the liver, 
and particularly the pancreas, would 
impair carbohydrate metabolism quite 
often. Two per cent of all patients with 
cancer irrespective of site have dia- 
betes, approximately the expected inci 
dence for the age group. However, 32 
per cent of all patients with diabetes 
and malignancy have cancer of the pan- 
One fourth of patients will 
have glycosuria or hyperglycemia prior 
to surgery. The oral glucose tolerance 
test is a valuable procedure, often re- 
flecting serious disease of the pancreas. 
Diabetic curves have been reported as 
often as in 77 per cent of cases, includ- 
ing many patients without glycosuria 
or elevated fasting blood sugars. 
Hypoglycemia with its associated 
clinical signs is the rarest metabolic 
disturbance produced by pancreatic 
neoplasm. The islet-cell adenocarcino- 
mas, composed of beta cells, often quite 
similar to those of normal islands of 
Langerhans, may secrete insulin suffi- 
cient to produce all the symptoms of in- 
sulin shock, including unconsciousness. 
Case 6 is that of a young man witha 
functioning islet tumor who obtained 
30 months of relief following surgery. 


creas." 


CasE 6 (G.L., +-233821) A 36-year-old 
clerk had periodic episodes of mental con- 
fusion, convulsions and sweating. Hypo- 


glycemia, as low as 16 mg per cent, al- 
Ways accompanied these attacks; there- 
fore, a functioning islet cell tumor of the 
pancreas was suspected. A 15 em long 
tumor composed of islet cells was removed 
with complete relief of symptoms. Two 
and one-half years later, the patient was 
re-explored because of a return of symp- 
toms. A large, functioning, metastatic 
nodule was found in the left lobe of the 
liver; a left lobectomy was accomplished 
but the patient died several hours later. 


ENZYME STUDIES 


Serum pancreatic enzymes have been 
measured for many years, but factors, 
such as the degree of ductal obstruc- 
tion and secondary acinar atrophy, are 
variable influences. Johnson and Bock- 
‘ have found elevation 
of serum lipase to be of some value in 
10 per cent of cases. An interesting 
finding of Klinge is that, 
while 33 per cent of their 30 patients 
with carcinoma of the head of the pan- 
creas had elevated serum amylase levels, 


us, and others' 


Ross and 


a surprising 86 per cent (six of seven 
cases) of ampulla of Vater tumors had 
elevated amylase The earlier 
the amylase is measured the more likely 
will it be abnormally elevated as it de- 
creases to subnormal levels with pro- 
gression of parenchymatous atrophy. 


levels. 


The plasma carotene test has been re- 
vised"* as a screening test for steator- 
rhea secondary to pancreatic enzyme 
deficiencies. Five of seven patients with 
pancreatic malignancy had significant- 
ly depressed carotene levels. Blood 
trypsin levels vary with the status of 
the pancreas. Because of the presence 
of an antitryptase in the serum, direct 
trypsin determinations have been un- 
reliable. Two tests which reflect altered 
trypsin levels are the plasma anti- 
thrombin’ and Paritol-C°® determina- 
tions. Patients with obstructive jaun- 
dice have an increased antithrombin 
level during the first month, with a 
gradual fall to subnormal levels after 








four months of icterus. The Paritol-C 
test also purports to measure indirect 
ly an increased level of blood trypsin; 
results were positive in six of 11 pa- 
tients. Extensive evaluation of these 
serologic procedures for early evidence 
of pancreatic carcinoma is indicated. 

A recent addition to the chemical de- 
tection of cancer of the liver is the 
serum glutamic oxalacetic transamin- 
ase (SGO-T) activity determination.”' 
This enzyme escapes from injured liver 
cells and subsequent serum levels in- 
crease in excess of the normal range of 
10 to 40 units. Twenty of 22 patients 
with metastatic tumor had levels from 
40 to 140 units. This test may develop 
into one of special value for the early 
diagnosis of liver cancer as there were 
seven patients in this group who had 
normal alkaline phosphatases but ab- 
normal SGO-T determinations. 


HEPATIC FUNCTION TESTS 


There are several easily performed 
laboratory tests which measure the ex- 
cretory function of the liver and which 
may be most suggestive of intrahepatic 
malignancy when other hepatic dis- 
eases are excluded. A persistent, slight 
elevation of the serum bilirubin, par- 
ticularly in the absence of clinical ic- 
terus, may be the earliest laboratory 
signal of a malignant process within 
the liver. One of the most reliable tests 
is the serum alkaline phosphatase.*’ 
Significant elevation of alkaline phos- 
phatase secondary to hepatic carci- 
noma may occur early in the disease, 
even in the absence of hepatomegaly. 
An elevated alkaline phosphatase is 
quite common in obstructive jaundice 
but this increase probably is not exclu- 
sively one of obstruction and retention 
for several reasons. An elevated alka- 
line phosphatase can be found in asso- 
ciation with normal serum bilirubin; 
elevations have been noted in both clin- 
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ical and experimental biliary fistulae 
in which all the bile drained to the ex- 
terior. The liver probably is an impor- 
tant source of the enzyme and injured 
liver cells contain more phosphatase 
than normal cells and herein may be a 
possible solution to this puzzling phe- 
nomenon of an increased phosphatase, 
though the metastases are small.° Ex- 
trahepatic obstructive jaundice, cirrho- 
sis and bone disease must be excluded 
when interpreting alkaline phospha- 
tase levels. Probably the most sensitive 
test available for the detection of mini- 
mal alterations in the excretory capac- 
ity of the liver is the well-known 
bromsulphalein dye test. Modest re- 
tention of the dye has been noted in 
liver cancers when serum alkaline 
phosphatases were borderline or nor- 
mal and serum bilirubin values were 
not elevated. 


NEEDLE PUNCTURE BIOPSY 
OF THE LIVER 

The value of the blind method of 
needle biopsy of the liver is well estab- 
lished.*’ This procedure has a mortal- 
ity of only one per thousand, when done 
properly. A diagnosis of primary or 
metastatic malignancy can be made in 
more than 80 per cent of cases. Some- 
times, a second biopsy or more will be 
necessary to establish the diagnosis. An 
enlarged liver that yields normal liver 
tissue on biopsy should be suspected of 
harboring a deep-seated tumor. 


COMBINED CYTOLOGIC AND SECRETORY 
DIAGNOSIS OF PANCREATIC AND 
BILIARY CARCINOMA 


The diagnosis of these particular 
cancers could, in many cases, be sus- 
pected early, but this is not usually the 
circumstance. Perhaps it has been the 
futility of early diagnosis that blocks 
aggressive and intense diagnostic 
study. At the University of Chicago, 


Table 2 
Location of 95 Tumors 
and Results of Cytologic and Pancreatic Function Tests 


NL 


CYTOLOGY 


ABNORMAL 
SECRETIN 


Botu TEsTs 


CYTOLOGY POSITIVE AND 


rE 


SITE NEGATIVE 
Pancreas 34 
Bile Duct 5 
Gall Bladder 6 
Duodenal—Primary 0 
Duodenal— Metastatic 0) 


POSITIVE TEST ABNORMAL 
37 13 21 
5 l 1 
» 
50 14 22 





this problem is being approached by a 
combined study of exfoliative cytology 
and chemical analysis of pancreatic se 
cretions. Five hundred and fifty-six 
duodenal drainages have been per- 
formed; 95 of these patients have sub- 
sequently proven, mainly by surgery, 
to have a malignancy of the pancreas 
or biliary system.****” 

Thus, the combination of cellular and 
pancreatic function studies (Table 2) 
yielded an over-all accuracy of 85 per 
cent. The demonstration of malignant 
cells is indisputable evidence of malig 
nancy; a variety of tumors were de- 
tected by exfoliative cytology in 50 of 
95 cases (53 per cent). Pancreatic bi- 
carbonate and volume determinations 
were sufficiently abnormal to indicate 
the presence of severe pancreatic dis- 
ease (cancer) in another 30 per cent of 
cases in which all other studies were 
negative. A rapid flow of pancreatic 
juice is required to carry malignant 
cells into the duodenum and this will 
not occur when the major pancreatic 
ducts are completely occluded by tu- 
mor. Nevertheless, normal pancreatic 
tissue proximal to the lesion will be 
stimulated to produce pancreatic juice 
of normal bicarbonate content, but re 
duced in volume because of a decrease 
in functioning parenchyma. The nor- 


mal response to intravenous secretin is 
a sharp increase in pancreatic flow, ex- 
ceeding 1.1 ml per kilogram of body 
weight for a 30-minute collection period 
and a bicarbonate level of at least 90 
mEq per liter. The most frequent ab- 
normality of the secretin test in carci- 
noma of the pancreas is a depression of 
the volume secondary to ductal obstruc 
tion. When the tumor is extensive or 
diffusely infiltrating, then volume and 
bicarbonate will both be reduced. 


TECHNIQUE OF INTUBATION 


Rapid intubation can be achieved by 
the following method: 

1) A Diamond tube is swallowed to 
the 45 cm mark. The tip of the tube is 
then in the cardia. 

2) The patient lies on his left side on 
a tilted bench and swallows 15 cm (6 
inches) of tubing (Fig. 28). 

3) The patient then assumes a sit- 
ting position and leans forward as far 
as possible. Several deep breaths are 
taken. The tip of the tube slides into 
the antrum as the anterior gastric wall 
falls away from the posterior wall 
(Fig. 29). 

4) The patient then lies for five min- 
utes in Trendelenburg position on his 
right side (Fig. 30) 











Fig. 30 


Fig. 31 


Figs. 28, 29, 30 and 31. Various positions and maneuvers used during rapid method of 


duodenal intubation. See text for description. 


5) The final position is on the back 
for three to five minutes. During posi- 
tions 4 and 5, approximately 10 cm (4 
inches) of additional tubing is slowly 
swallowed (Fig. 31). 

6) Position of tube is checked fluoro- 
scopically and tip is positioned at proxi- 
mal end of the third portion of the duo- 
denum. 32 final 
position of tube in anteroposterior and 
right lateral views. 

When properly performed, the entire 
intubation can usually be completed in 
15 minutes. The stomach and duodenal 
contents are drained through separate 


Fig. demonstrates 


lumens so that the acid gastric contents 
will not neutralize the alkaline 
creatiec secretion. Secretion is 


pan- 
given 
intravenously in a dose of one unit per 





kilogram of body weight. Three 10- 
minute specimens are collected. If pa- 
tient is jaundiced, amyl nitrite is 
given at the end of the 20-minute 
collection to increase gall bladder and 
bile duct flow. Material is centrifuged 
and sediment is smeared and stained by 
a modified Papanicolaou technique. The 
volume of the supernatant is recorded 
and bicarbonate concentrations are ob- 
tained by the Van Slyke method. 

At the completion of the pancreatic 
drainage, both the duodenum and stom- 
ach are lavaged for cytologic purposes, 
as pancreatic tumor will spread occa- 
sionally by direct extension through 
the duodenal or gastric walls. 

The combined cytologic and secre- 
tory study seems quite logical. Byrnes 


Fig. 32A. Duodenal tube in position for 
draining. Anterior view. Note that duod- 
enal limb barely crosses in front of verte- 
bral bodies before turning toward the left. 


and Lemon, in 1954, reported a series 
of cases of biliary and pancreatic can- 
cers in which they were able to detect 
cancer in 13 of 36 proven cases (36 per 
cent); suspicious cells were found in 
six additional cases. Pollard, Dreiling, 
and others have studied pancreatic vol- 
umes and exten- 
sively and have been able to detect ab- 
normalities in 40 to 90 per cent of 
proven pancreatic malignancies. The 
majority of our cases to date, conform- 


bicarbonate levels 


ing to experiences elsewhere, have been 
inoperable, perhaps because intensive 
diagnostic studies were not begun until 
after six valuable months of symptoms 
had elapsed. 


Surgery for Pancreatic, Biliary and 
Hepatic Cancer 
The surgical approach to these neo 
plasms generally has not been effective. 





Fig. 32B. Right lateral view demonstrates 
how the duodenum pursues a_ posterior 
course while making its sweep around the 
head of the pancreas. 


Failures are attributable to the insid- 
ious early the malignant 
process, the poor physical condition of 
the patient, the proximity of vital 
structures and the difficulty of access 


course of 


to the tumor. Success requires superior 
skill by the surgeon. Tissue diagnosis 
is imperative, for in the very occasional 
case one will encounter a lymphoma or 
Hodgkin’s disease for which irradia 
tion or chemotherapy may be helpful 
The cholemia of obstructive jaundice 
or secondary atrophy of the pancreas 
may account for more debilitation than 


the actual size and extent of the tu- 
mor. Carcinomas of the ampulla of 
Vater have a higher rate of resect- 


ability and survival than cancers of the 
head of the pancreas. The fact that a 
tumor is palpable should not prohibit 
surgery, as some pancreatic cancers are 
entirely within the walls of resectable 
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cystadenomas. One cannot be absolute 
ly certain of the extent of hepatic in- 
volvement by a primary or secondary 
tumor without direct inspection of the 
liver. 


RADICAL SURGERY 


Radical pancreatic surgery was at- 
tempted and even temporarily success- 
ful in the 1890's. In 1937, Whipple and 
associates described their two-stage 
procedure for tumors of the head of the 
pancreas. The operation has been mod- 
ified by Brunschwig and others, and 
consists of en bloc removal of the head 
of the pancreas, the pyloric end of the 
stomach and the duodenum. The pro- 
cedure now is performed in one stage 
and patients without metastases can 
remain in fairly normal health. Dia- 
betes does not develop in many and 
steatorrhea often does not occur in 
spite of complete loss of external pan- 
creatic secretions. Resection of tumors 
of the body and tail are less compli- 
cated because the head of the pancreas 
may be spared. 

The surgical procedures for carcino- 
mas of the gall bladder and bile ducts 
vary somewhat, depending upon the 
size of the tumor and the location plus 
the contiguous structures’ involved. 
Ductal tumors in the hilum of the liver 
have been excised and a loop of jeju- 
num anastomosed to the open ends of 
the hepatic ducts. 


PALLIATION : LOCAL APPLICATION 
OF RADIOACTIVE MATERIALS 


One of the most distressing aspects 
of inoperable cancer of the pancreas 
has been the severe protracted abdom- 
inal and back pain, often resulting in 
narcotic addiction. Isotope therapy has 
been highly effective in reducing the 
severity of pain. The technique of im- 
planting calculated amounts of radio- 
active material into tumor has been in- 


geniously applied to the pancreas by 
Harper and Lathrop. A_ polyethylene 
tube is threaded through and around 
the tumor and radioactive iodine is in- 
jected through the tubing. The ends of 
the tube are sealed and buried beneath 
the skin. This method is only pallia- 
tive; several patients examined subse- 
quently at autopsy have been found to 
have had marked destruction of the 
tumor adjacent to the implant. 


HEPATIC SURGERY 


Partial hepatectomy for neoplasia 
was reported as early as 1897; by 1951, 
a total of 16 cases was recorded, six 
surviving three to seven years. Recent- 
lv, Pack has revived interest in the 
problem of hepatic resections and has 
accumulated a series with promising 
results. Two mistakes are occasionally 
made by surgeons on encountering 
nodules in the liver. Occasionally re- 
sectable lesions of the intestinal tract 
are considered inoperable because of 
the presence of nodules or lumps seen 
or palpated in the liver. These are as- 
sumed to be metastatic foci and hence 
the abdomen is closed when in reality 
only benign cysts, fibromas, or heman- 
giomas of the liver were present. All 
suspicious nodules demand a_ frozen 
section biopsy. The presence of one or 
two small peripheral carcinomatous 
nodules does not necessarily justify the 
assumption that more are present with- 
in the substance of the liver. Some- 
times this surmise is incorrect and if 
local excision or partial hepatectomy 
had been carried out, a cancer cure 
might well have been achieved. 

One entire lobe and a portion of the 
other have been safely excised ; the pro- 
cedure in experienced hands requires 
only 20 minutes to a half hour. Several 
patients have had “second look”’ explor- 
ations, at which time the regenerative 
ability of the liver was observed; in a 


year there was regrowth of healthy 
liver tissue equal to the mass of the ex- 
tirpated lobe. 

Case 7 is an example of a re ection 
of large liver metastatic nodules re- 
moved successfully together with the 
primary lesion. 


CasE 7—(W.S., #-626528) A 36-year- 
old housewife was operated upon for a 
carcinoma of the rectosigmoid. The lesion 
was resectable. A large, solitary, metas- 
tatic nodule was palpated in the right 
lobe; the base of the gall bladder was in- 
volved. A partial resection of the right 
lobe of the liver and gall bladder was 
done. Nine months later the patient has 
no evidence of recurrent tumor in the 
liver but, unfortunately, has developed a 
metastatic lesion in the 
vertebra. 


seventh thoracic 


Conclusion 

The “early” diagnosis of carcinoma 
of the pancreas, liver and biliary tract 
thus continues to represent an almost 
unattainable ideal. The long asympto- 
matic period and the inaccessibility of 
these structures to available methods 
present great obstacles in diagnosis. 
tecent experience suggests, however, 
that comprehensive examinations with 


newer roentgen techniques, chemical 
analysis and exfoliative cytologic study 
of the duodenal and pancreatic contents 
may facilitate earlier recognition of 
these tumors than had been possible 
heretofore. Continued investigation of 
the problem may produce more effec- 
tive diagnostic techniques. It is con- 
ceivable also that as the surgeons deal 
with more limited neoplasms of the 
pancreas and biliary tract new pro- 
cedures and operative techniques will 
be developed to improve the surgical 
results and to increase the number of 
survivors; at least this has been the 
history of medical diagnosis and surgi- 
cal management of other previously 
“incurable” lesions. The early diag- 
nosis and treatment of neoplasms of 
this region represent one of the most 
challenging of all cancer problems. The 
solution to this important problem may 
depend upon the magnitude of the at- 
tention and study directed to it. The 
objective today may seem unattainable 
but in relation to the medical and sur- 
gical accomplishments noted within 
our lifetime, the solution should not be 
discarded as impossible. 
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Fibroadenoma 
of the Breast 


Joseph H. Farrow, M.D. 


Fibroadenomas are benign tumors 
that are composed of epithelial and 
fibrous tissues mixed in varied propor- 
tions but with the fibrous elements pre- 
dominating and the epithelial struc- 
tures playing an essentially passive 
role. They comprise approximately one 
fourth of the benign noninflammatory 
mammary lesions seen at Memorial 


Center. They first appear shortly after 


the beginning of ovarian activity and 
are most common in young adults. The 
frequency decreases slowly during the 
thirties and declines sharply at the 
time of the menopause. Fibroadenomas 
are relatively rare in the postmenopaus- 
al breast. They have a definite ten- 
dency to multiplicity; at the time of 
treatment, simultaneous _bilaterality 
was found in 6.5 per cent, and multiple 
unilateral lesions were present in 2.2 
per cent of the cases which were treat- 
ed at Memorial Center during the 
five-year period 1951-1955. Follow-up 
records are incomplete but it is esti- 
mated that nonsimultaneous lesions oc- 
cur in another 5 per cent. More than 
one fibroadenoma can therefo:e be ex- 
pected in approximately 14 per cent of 
patients with these lesions. 

Saisie inchs Miidaieill tieeilieas: Uhaniiiilanatilh ait Mises 


Memorial Center for Cancer and Allied Diseases, 
New York, N.Y. 
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History 


One of the earlier descriptions of 
fibroadenoma was written by Astley 
Cooper under the title of “Simple 
Chronic Tumour of the Breast.” With- 
out benefit of microscopic studies, he 
wrote as follows: “This disease is not 
of a malignant character, and by no 
means dangerous to life; it is generally 
very young people who are attacked by 
it, and we seldom see it in persons 
above thirty years of age. I will try to 
describe, in a familiar manner, the 
mode in which this disease will be ex- 
hibited to you. A young person between 
the ages of fifteen and thirty, will be 
brought to you by her parents, on ac- 
count of a swelling in her breast ; when 
you look at her, you see that she has a 
perfectly healthy appearance, and, in 
all probability, is much younger than 
those who are usually attacked by scir- 
rhous tubercle. Her parents being nat- 
urally anxious for their child’s safety 
express their fears of the disease being 
cancerous; at this you smile, and tell 
them that cancer does not attack per- 
sons of her healthy appearance, or per- 
sons so young: upon examining the... 
breast you find an exceedingly movable 
tumour... the size [of which] is gen- 
erally from that of a filbert or walnut 


to that of a billiard ball... having a 
lobulated feel, being divided into dis- 
tinct apartments by septa, producing 
the same kind of sensation to the 
fingers as fatty tumours; you have 
here an opportunity of seeing this kind 
of tumour, and upon carefully ex- 
amining it, you will find that the ac- 
count which I have given you is correct. 
Well, then, the age, and healthy appear- 
ance of the person; the lobulated feel 
of the tumour... will at once point out 
to you that the disease is not cancer- 
ous ; Which, gentlemen, you may inform 
the person’s parents, and likewise tell 
them that the disease never will be- 
come cancerous. I assure you that this 
disease is not in the slightest degree of 
a malignant character, neither is it at- 
tended with the least danger.” Many 
may doubt the complete accuracy of 
Cooper’s predictions but none would 
question his simplicity and humanity. 

Following the common use of the 
microscope, a host of different terms 
was added to the literature in describ- 
ing fibroadenoma. Whatever useful 
purpose this varied nomenclature and 
synonymous terminology may have 
served is not known other than it clear- 
ly demonstrates the universal need for 
clinicians and pathologists to speak a 
common language. Certainly little is to 
be gained by the continuous renaming 
of long recognized lesions. 


Etiology 

The etiologic factors of fibroadeno- 
mas are not known. Williams believed 
that 12 per cent of the fibroadenomas 
which he observed arose in aberrant 
breast tissue adjacent to but separate 
from the mammary gland. His belief 
suggests an embryonal rest as a pre- 
cursor of fibroadenoma. On the other 
hand, completely isolated accessory 
mammary structures are fairly com- 
mon but as yet there is no clinical indi- 


cation that they are particularly sus- 
ceptible to tumor formation. Whether 
or not unrecognized embryonal rests 
Within the mammary gland are a factor 
in the formation of fibroadenomas, 
there is evidence that stimulus for 
growth does seem to follow the onset 
of ovarian activity. Fibroadenomas are 
either absent or extremely rare in adult 
male and prepuberal female breasts. 
Further, they are not only uncommon 
in postmenopausal patients but, if pres- 
ent, are believed to regress partly or 
present varying degrees of sclerosis 
and, occasionally, calcification. There is 
no evidence to indicate that synthetic 
hormones, particularly androgens, have 
any therapeutic value in the treatment 
of human fibroadenomas. 


Symptoms and Physical Findings 

Fibroadenomas in the average pa- 
tient are asymptomatic or the symp- 
toms are so mild that the lesions are 
usually discovered by accident. In- 
creasing numbers are detected during 
self or routine physical examinations. 
The rate of growth varies but as a rule 
is relatively slow with little perceptible 
change in size or texture over a period 
of several months. Occasionally there 
is a history in middle-aged adults of the 
lesion remaining stationary over a pe- 
riod of several years. 

Clinically, fibroadenomas are _ pal- 
pable as firm, encapsulated masses that 
are freely movable. Tumors of 1 to 3 
cm in diameter are round or ovoid in 
outline but as the size increases they 
tend to become nodular and lobulated. 
Fibroadenomas are found in any part 
of the mammary gland but are most 
frequently located in the lateral half, 
mainly in the upper and outer quad- 
rant. Unless quite large they produce 
no visible change in the contour of the 
breast. Skin adherence and significant 
axillary adenopathy are uniformly ab- 
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sent. Alterations of the usual homo- 
geneous consistency of fibroadenomas 
are relatively uncommon but may oc- 
cur because of myxomatous 
change, hemorrhage, infarction, sclero- 
sis and calcification. 


cysts, 


Treatment 

Surgical excision is the only treat- 
ment for fibroadenomas. Since the pa- 
tients are usually young adults, it is 
desirable to preserve function and to 
avoid unsightly scars. The choice of in- 
cision depends upon the size of the le- 
sion as well as its location in the breast. 
The three types of incisions commonly 
used are: (1) radial, (2) circumareo- 
lar and (3) curved. The radial incision 
is made directly over the lesion and is 
so commonly used that it requires no 
special comment. The practical advan- 
tages are that (1) it is easily extended 
and (2) it interferes least with the 
usual radical mastectomy if frozen sec- 
tions should demonstrate a malignant 
lesion. 

The circumareolar incision causes 
minimal scarring and deformity but 
permits limited exposure. It should be 
reserved for single and small fibroade- 
nomas which underlie or are located 
within 2 cm of the areolar margin. 

The curved or semicircular incision 


was introduced by Gaillard Thomas in 
1882, and has subsequently been modi- 
fied by Warren and others. It is usually 
made at the margin of the breast and 
is particularly useful for the removal 
of large lesions located in the lateral 
and inferior halves of the gland. Mul- 
tiple unilateral fibroadenomas are eas- 
ily removed through this incision and 
several radical incisions are thereby 
avoided. 

Regardless of the type of incision 
used, one should preserve as much of 
the subcutaneous fat as possible so as 
to avoid the deformity that results 
from the fibrous binding of the skin to 
the glandular tissue. 

Fibroadenomas are encapsulated but 
the fibrous capsule varies in thick- 
ness and in many cases is not easily 
separated from the surrounding breast 
tissue. Enucleation by blunt dissection 
is, therefore, difficult, and incomplete 
removal may result. Excision by sharp 
dissection with a narrow margin of tis- 
sue is preferable. The defect is closed 
by approximating the mammary tissue 
with #00 or #000 plain catgut with or 
without sutures in the subcutaneous 
fat. A small drain is inserted for 24 or 
48 hours and the skin is closed with in- 
terrupted silk sutures. A 
dressing is applied. 


pressure 
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Fig. 1. Juvenile fibroadenoma. Specimen 
measuring 14 x 8.5 x 6 cm from a patient, 
age 13, with regular menses for one 
year. Asymptomatic enlargement of right 
breast for four months. 

Fig. 2. Solitary fibroadenoma present for 
two years in a patient, age 43. Slow in- 
crease in size. When removed, tumor meas- 
ured 10 x 8 cm. Lesion firm and composed 
largely of fibrous tissue. 

Fig. 3. Multiple fibroadenomas from right 
breast of an unmarried, 34-year-old 
woman. Adjacent breast tissue showed 
atypical papillomatosis. Previously, five 
fibroadenomas had been removed from 
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same breast and four from opposite side. 
Fig. 4. Fibroadenoma containing numer- 
ous cysts. Adjacent breast tissue not re- 
markable. Painless lesion present for two 
months in a 22-year-old patient. 

Fig. 5. Calcified fibroadenoma. One of 
three discrete stony-hard fibroadenomas 
removed from the left breast of a 45-year- 
old patient. Twenty-one years ago and 
three years ago, fibroadenomas had been 
removed from the right breast. 

Fig. 6. Fibroadenoma showing extensive 
mucinous transformation of stroma. Pa- 
tient, age 25, discovered tumor on self- 
examination five weeks previously. 
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Fig. A. Juvenile fibroadenoma. Age 158. 
Menses present for three months. Nine 
months previously breasts relatively same 
size. Rapid enlargement of the right 
breast due to a soft encapsulated tumor 
that measured 20 x 15 x 15 em. Removal 
through a curved incision. 








Fig. B. Simple unilateral hypertrophy. 
Age 15. Menses began at 12 years and 
since that time progressive disproportion- 
ate growth of left breast with nipple and 
areolar enlargement. 





Fig. C. Lactating fibroadenoma occurring 
in a patient age 20 and six weeks post- 
partum. Lesion present without notice- 
able change for six years but grew rapid- 
ly during the gravid period. Tumor meas- 
ured 10 x 8 em when removed. 
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Juvenile Fibroadenoma 


Roughly 0.5 per cent of the fibroade- 
nomas seen at the Memorial Center are 
classified as juvenile or fetal. They oc- 
cur most often within five years after 
the onset of ovarian activity and in 
breasts showing more than the average 
development (Fig. A). Unlike the 
usual fibroadenoma in adults, juvenile 
fibroadenomas grow rapidly, are large- 
ly composed of epithelial tissues, and 
may occupy a quadrant or more of the 
breast at the time of treatment. They 
are asymptomatic and the patient no- 
tices only a unilateral enlargement of 
the breast. Clinically they are often 
confused with unilateral hypertrophy 
of the breast (Fig. B). The latter, 
like other developmental anomalies, 
evolves more slowly and in the breast 
is associated with nipple and areolar 
development. 

Juvenile fibroadenomas are soft, en- 
capsulated and noncystic. Their con- 
sistency may differ so little from adja- 
cent mammary tissue that marginal 
definition is difficult. Prominent and di- 
lated subcutaneous veins over, and ad- 
jacent to, the tumor-bearing area are a 
noteworthy physical finding. 

They are treated by surgical exci- 
sion. These lesions are relatively large 
and, since they are usually located in 
the lateral half of the breast, a curved 
incision is preferred. 


Fibroadenoma and Pregnancy 


It is fortunate that the problem of 
simultaneous pregnancy is uncommon 
despite the frequency of fibroadenomas 
during the childbearing years. Ge- 
schickter and Lewis have published a 
detailed study of the effect of preg- 
nancy and lactation on fibroadenomas. 
Although their behavior during the 
prepartum period is variable, in most 
instances growth is out of proportion 
to the surrounding mammary gland. 
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Following delivery, the epithelium of 
the fibroadenoma may lactate in an ir- 
regular manner and, as a rule, the 
tumor becomes smaller with postlacta- 
tion involution (Fig. C). From the 
limited evidence at hand, there is no 
appreciable risk of malignant change 
either in the epithelial or in the fibrous 
constitutents because of the pregnancy. 

In view of these observations, re- 
moval of fibroadenomas during the 
gravid period is based on the uncer- 
tainty of diagnosis rather than the 
need for urgent surgery. In the early 
months of pregnancy, excision is re- 
commended. During the latter part of 
the third trimester it may be desirable 
to postpone surgery until after deliv- 
ery. If this is the decision, a well-per- 
formed aspiration biopsy with a non- 
malignant report will do much to re- 
lieve the anxiety of all concerned and 
will warrant the hazards of delay. It is, 
of course, assumed that the lesion as- 
pirated has the clinical characteristics 
of a fibroadenoma since a negative as- 
piration of a poorly defined lesion could 
lead to false security. 


Fibroadenoma and Cancer 
Coexisting fibroadenomas are _ not 
uncommon in breasts containing mam- 
mary cancer. Foote and Stewart in 
their studies of 300 consecutive cancer- 
ous breasts found fibroadenomas in 7 
per cent. Carcinoma within a fibroade- 
noma has been observed but in most 
instances this was thought to be due to 
infiltration or secondary invasion from 
an adjacent primary lesion. Cancer 
arising within a fibroadenoma is suffi- 
ciently rare to warrant citing the fol- 
lowing case: 


E. C., age 36, mother of two children 
who were nursed three and four months 
respectively, was admitted to the Memo- 
rial Hospital on February 4, 1940. For one 
year she had had mild pain and *lumpi- 


ness” in the right breast. Physical exam- 
ination revealed a_ well-defined, freely 
movable, 2 cm mass located in the upper 
and outer quadrant of the breast. There 
was a soft 1.5 cm lymph node in the adja- 
cent axilla. A clinical diagnosis of fibro- 
adenoma was made and the lesion was ex- 
cised. Gross eXamination showed an en- 
capsulated 1.5 em white nodule with small 
cysts in the adjacent breast tissue. Micro- 
scopic report: Fibroadenoma with nonin- 
filtrating intraductal carcinoma. Without 
additional treatment there was no evi- 
dence of disease during follow-ups extend- 
ing over 17 years. 


Fibroadenoma and Cystosarcoma 
Phyllodes 

In 1838 Johannes Miller introduced 
the term “cystosarcoma” for certain 
fibroepithelial tumors which remained 
stationary or enlarged slowly for a long 
period and then suddenly and without 
obvious cause began to grow rapidly, 
reaching an enormous size in a few 
months. He believed that these lesions 
were of an “innocent nature” despite 
the large size and rapid growth. Miiller 
described three forms: simple, prolif- 
erum and phyllodes. Today the term 
cystosarcoma phyllodes is commonly 
employed in describing these tumors 
and usually implies a benign lesion un 
otherwise modified. In general, 
size, stromal cellularity and intracystic 
proliferations are the most prominent 
features of cystosarcoma phyllodes. In 
the benign forms the 
growth show a wide 
hyperplasia and metaplasia with or 
without myxomatous changes; only the 
malignant forms show conspicuous an- 
aplasia. Most benign cystosarcoma 
phyllodes are encapsulated. In some in- 
stances, however, the capsule is poorly 
defined or may rupture because of ex- 
pansile growth: there will sometimes 
be extracapsular extension of the tu- 
mor without microscopic evidence of 
malignant change. 
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ic appearance of lesions classified as 
cystosarcoma phyllodes vary consider- 
ably. In an excellent clinicopathological 
study of 77 cases of cystosarcoma phy!l- 
lodes from the Memorial Center, Treves 
and Sunderland found that 41 were be- 
nign, 18 borderline and 18 malignant. 
Their inclusion of a borderline group 
the uncertain nature of 
some of these lesions and the lack of a 
clear-cut dividing line, clinically or 
cytologically, between the benign’ and 
malignant forms of cystosarcoma phy!- 
lodes. Using Treves’ and Sunderland’s 
criteria, and Stout reiterated 
this uncertainty in their review of 58 
cases. They state: “With many misgiv- 
ings and question marks, the group 
was broken down into 20 histologically 
malignant tumors, 10 borderline and 
28 benign forms.” When their studies 
were limited to the 36 patients treated 
in the Presbyterian Hospital, only one 
(2.8% ) died of metastases and two had 
recurrences. Treves and Sunderland in 
their series reported 10 (12.9%) pa- 
tients developed metastases. 
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Although cystosarcoma phyllodes and 
fibroadenoma are cytologically related, 


the frequency of the former originat- 
ing in the latter is not known exactly 
because of the possible obliteration of 
a pre-existing lesjon by a rapidly grow- 
ing tumor. Lee and Pack reported, in 
their study and survey of the litera- 
ture, that over one half of the cases 
had a precursory tumor. Treves and 
Sunderland found microscopic evidence 
of residual fibroadenoma in 21 of 77 
cases. The incidence of benign and ma- 
lignant cystosarcoma phyllodes among 
approximately 1,436 fibroepithelial tu- 
mors of the breast that were removed 
at the Presbyterian Hospital was re- 
ported as 2.5 per cent by Lester and 
Stout. A 3.0 per cent incidence was 
similarly found among approximately 
1,100 fibroadenomas treated at the Me- 
morial Center during the five-year pe- 
riod from 1951 to 1955. 

The clinical characteristics of cysto- 
sarcoma phyllodes vary with the size of 
the lesion. When small they resemble 
fibroadenomas and appear as firm, free- 
ly movable and encapsulated tumors. 
As the size increases, they become soft- 
er, lobulated and cystic but are still 
well delineated and mobile. Extremely 


Legends 


Fig. 7. Benign cystosarcoma phyllodes. 
Age 38. Lump in left breast for 10 years. 
Slight increase in size until rapid en- 
largement during last six months. Lobu- 
lated, cystic mass, 12 x 6 x 4.3 cm. Simple 
mastectomy. No evidence of disease six 
vears later. 

Fig. 8. Malignant cystosarcoma phyllodes. 
Age 31. Lesion present for six years but 
rapid growth for last six months only. 
Measured 28 x 10 cm. Simple mastectomy. 
Six months later, local recurrences and 
pulmonary metastases. Local X-ray ther- 
apy and bilateral oophorectomy. Died of 
massive pulmonary metastases. 

Tig. 9. Benign cystosarcoma phyllodes re- 
moved by local excision. Demonstrates in- 
tracystic proliferations. 

Fig. 10. Reeurrent malignant cystosar- 
coma phyllodes. Age 27. Simple mastec- 
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tomy at another hospital six months pre- 
viously was followed by rapid local recur- 
rences. Radical resection followed by lo- 
cal recurrence, pulmonary and liver me- 
tastases and death. 

Fig. 11. Malignant cystosarcoma phyl- 
lodes. Age 45. Tumor present for 10 
years. Breast bruised by a fall one year 
prior to admission, with rapid growth of 
tumor for past three months. Radical mas- 
tectomy with skin graft. Local recurrence 
10 months later. Death from pulmonary 
metastases and secondary deposits in the 
vertebrae, ribs and sternum. 

Fig. 12. Medullary carcinoma demon- 
strating the physical similarity to cysto- 
sarcoma phyllodes. Age 77. Progressive 
growth of tumor for four years. Radical 
mastectomy. Surviving five years without 
evidence of disease. 
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large tumors are more vascular with 
marked enlargement of the subcutan- 
eous veins. They are circum- 
scribed, not uniformly encapsulated, 
and may fungate, due to pressure ne- 
crosis rather than infiltration of the 
skin, Skin adherence, dimpling, satel- 
lite nodules and significant axillary 
adenopathy are conspicuously absent. 
The benign forms of cystosarcoma 
phyllodes are treated by local excision, 
provided their size permits a wide mar- 
gin. A simple mastectomy will obvious- 
ly be required for large lesions. Border- 
line and benign recurrent lesions 
should probably have a simple mastec- 
tomy. Despite controversial opinions 
and with full awareness of the fact that 
with extremely few exceptions metas- 
tases are by the blood stream, I believe 
malignant forms should be excised by 
radical mastectomy. While it is true 
that long-term survivals have been ob- 
served following a less radical or even 
local excision, in other not infrequent 
instances, local recurrences as well as 
later distant metastases have appeared. 
From the evidence at hand, malignant 
cystosarcoma phyllodes does not re- 
spond to X-ray therapy. Hormonal al- 
terations have 


less 


been so infrequently 


used that evaluation is not possible. 


Summary 

Fibroadenomas are benign, slow- 
growing and encapsulated fibroepithel- 
ial tumors with a tendency to multi- 
plicity. They first appear during ado- 
lescence and are most often found in 
young adults. Their etiology is not 
known although ovarian function seems 
to be a factor in their growth and per- 
sistence. Exceptions to the relatively 
slow growth are not common but do oc- 
cur in the juvenile forms, during preg- 
nancy and in those lesions that develop 
cystosarcoma phyllodes. Alterations of 
the epithelial constituents within a 
fibroadenoma may or may not occur in 
unison with similar changes in the sur- 
rounding breast tissue. With extreme- 
ly few exceptions these alterations are 
of a benign disposition. The growth 
variations occurring in the stromal 
constituents are most important: these 
give rise to the benign and malig- 
nant forms of cystosarcoma phyllodes. 
Hence, malignant changes within a 
fibroadenoma are usually sarcomatous 
and very rarely carcinomatous in na- 
ture. Fibroadenomas should be surgi- 
cally excised. 
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Unproven Methods of Cancer Treatment 


The following statement on the Glover Serum, proposed by Thomas J. Glover, M.B., 
was recently distributed to the 60 divisions of the American Cancer Society for their 


information. 
CANCER by Mark Boesch follows. 


A commentary on the book THe LoNG SEARCH FOR THE TRUTH ABOUT 


The Glover Serum 


The Glover serum, according to the 
American Cancer Society’s files, was 
proposed by Thomas Joseph Glover, 
M. B., Toronto, Canada, in 1920. Dr. 
Glover reported that he obtained from 
blood cultures of many cancer patients 
and from cancer tissues, a pleomorphic 
organism that passed through a Berke- 
feld filter. Variants of this have been 
secured by animal inoculations and spe- 
cial cultural methods. It has also been 
referred to as a virus. In preparing the 
serum, filtrates obtained by passing 
seven-day cultures of several strains of 
the microorganism through Berkefeld 
filters were injected into horses which 
were later bled. It was reported that 
only a limited amount of the antiserum 
was made. The initial dose was 2 ml and 
subsequent doses of gradually increas- 
ing amounts were given at intervals of 
two or three days, usually near the site 
of the neoplasm. Charges were reported 
to be $25 for five doses. 

Thomas J. Glover, M. B., was born in 
Canada in 1887, received an M. B. at 
the University of Toronto in 1911, and 
was licensed to practice medicine in 
Ontario in 1913. 

In June, 1920, Dr. Glover demon- 
strated both the filtrable microorgan- 
ism and cancer patients who had been 
treated with the serum before the 
members of the staff of St. Michael's 
Hospital in Toronto. When controversy 
developed as to whether there was any 
real basis for this work, he voluntarily 
resigned from the staff, and opened the 
T. J. Glover Research Laboratories, 538 
Jarvis Street, in Toronto. 


In 1921, the Murdock Foundation 
Was organized in New York City. This, 
according to a report published in 1940, 
was primarily concerned with labora- 
tory research. Mr. J. J. Murdock, who 
was general manager of the Keith- 
Albee movie circuit, is said to have 
supported this organization generous- 
ly. The Foundation was last mentioned 
in 1940 when they published an 80- 
page booklet, “The Treatment of Can- 
cer in Man; Results Obtained in the 
Treatment of Cancer in Man witha 
Specific Antiserum,” by T. J. Glover, 
M. B., and J. E. White, M. D. The ad- 
dress of the Foundation at that time 
was given as 2519 Creston 
New York, N. Y. 

On July 9, 1924, Dr. Glover ad- 
dressed the Philadelphia Clinical So- 
ciety at the Academy of Natural Sci- 
ences. Physicians from the National 
Stomach Hospital in Philadelphia and 
from St. Michael’s Hospital in Torento 
spoke favorably of results obtained 
with the serum. Other physicians, in- 
cluding Drs. John A. Kolmer, Joseph 
McFarland and James A. Ewing, ex- 
pressed scepticism about the work. 
Newspapers reported the event and the 
discussion which followed it in detail. 

From 1929 to 1938, Dr. J. L. Engle 
worked with Dr. Glover at the Hygi- 
enic Laboratory (now the National In- 
stitutes of Health, Bethesda, Mary- 
land), checking Dr. Glover’s theories 
and claimed results in the etiology of 
cancer. They reported that they pro- 
duced a malignant tumor in one of a 
group of guinea pigs that were inject- 
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ed with the microorganism claimed to 
have been isolated by Dr. Glover. ( Pub- 
lic Health Reports 48:319-321, March 
31, 1933). Other investigators at the 
Institute were unable to confirm their 
results, working independently. Later 
it was reported: 

1. Review of slides of the “tumor” 
showed a subacute granuloma contain- 
ing numerous torulus-like organisms. 

2. Cryptococcus neoformans was iso- 
lated from a number of similar “tu- 
mors” said to have been produced by 
the Glover organism, and similar le- 
sions were reproduced in guinea pigs 
with this organism. 

A reference to Dr. Glover in 1959 
stated that he was still in practice in 
Toronto, but had ignored requests for 
information on his present work. He 
Was regarded as “a very uncommuni- 
cative individual, difficult to approach.” 
He no longer published his findings. 

Two attempts to evaluate the Glover 
serum have been reported. In January 
1921, a committee, appointed by the 
Toronto Academy of Medicine the pre- 
ceding October to investigate the 
claims of Dr. Glover, reported that Dr. 
Glover had refused to permit its mem- 
bers to visit his laboratory or to exam- 
ine his cultures and experimental ma- 


terial. In examination of his claims of 
clinical benefit in treatment of cancer, 
the committee examined 12 patients, 
treated and selected by Dr. Glover, in- 
terviewed attendants of these patients, 
and investigated case reports of pa- 
tients treated with the serum at St. 
Michael’s Hospital in Toronto. At the 
conclusion of their investigation, the 
committee reported that it found no 
evidence to warrant the hope that a 
specific cure for cancer had been dis- 
covered by Dr. Glover or that the serum 
had produced a cure in any case defi- 
nitely established as cancer. (J.A.M.A. 
76 :396, Feb. 5, 1921.) 

In 1921, Dr. Francis Carter Wood 
purchased from Dr. Glover a quantity 
of serum which he injected into white 
rats with transplanted carcinomas and 
sarcomas. Injections were subcutan- 
eous, intramuscular and into the tu- 
mors. No beneficial effect of the ther 
apy was found. (J.A.M.A. 76:885, 
March 26, 1921.) 

After careful study of the literature 
and other information available to it. 
the American Cancer Society has found 
no evidence that treatment with the 
Glover serum results in any objective 
benefit in the treatment of cancer in 
human beings. 





THe LONG SEARCH FOR THE TRUTH ABOUT CANCER 


The first part of the book, THE LONG SEARCH FOR THE TRUTH ABOUT CANCER, by 
Mark Boesch, Hamilton, Montana (published by G. P. Putnam’s Sons, 1960, $4.95, 
307 pp., 147 refs, indexed ), is a discussion of the work beginning in the late 1700’s, 
largely unaccepted, of various individuals who believed in the theory of the micro- 
organism etiology of cancer, with the causative agents variously described as bac- 
teria, viruses, or other forms of microorganisms. In tracing this history, the 
author also discusses various types of treatment for cancer which arose from this 
concept of the disease, under such chapter headings as: “Early Theories, Experi- 
ments, and Discoveries in Cancer,” “Virchow and the Cell Theory,” “The Rising 
Science of Bacteriology,” “Beginning of a Long Debate,” “Coley’s Fluid,” “In- 
creasing Evidence,” “Doyen of Paris,” “The Work of Schmidt,” “Erwin F. Smith 
and Plant Cancer,” “Rous’ Chicken Sarcoma,” and “Young of Edinburgh.” 


The last third of the book, beginning with the chapter, “Scott and Glover,” takes 
up the Glover serum and the lifelong efforts of Michael James Scott, M. D., Seattle, 
Washington (formerly of Butte, Montana), to secure recognition for this therapy, 
which he calls the Deaken serum. 

According to Mark Boesch in the book, “The Long Search for the Truth About 
Cancer,” the Glover serum was discovered by Tom Deaken, a laboratory assistant, 
who claimed to have used it with complete success on experimental animals in 
1917-18. Fearing medical ridicule, he allowed Dr. Thomas J. Glover, whom he met 
in 1920, to claim the discovery as his own, hoping in this way to win acceptance of 
the serum. In 1921, Dr. Scott, a surgeon, hoping to find a treatment other than 
amputation for cancer of the finger of his left hand, visited the laboratory in New 
York City where Dr. Glover and Mr. Deaken were working. Although he decided 
to have his finger amputated, Dr. Scott became convinced that the serum was an 
effective treatment for cancer, and spent much of the following four years arrang- 
ing for clinical trials of the preparation by his friends, although he had not learned 
the method of preparation from Dr. Glover. By 1925, Dr. Scott became convinced 
that enough medical evidence had been accumulated to make a full medical pres- 
entation, but Dr. Glover still refused to divulge the formula or method of prepara- 
tion of the serum. It was at this time that Tom Deaken told his story to Dr. Scott 
and broke with Dr. Glover who “went back to Canada.”” The remainder of the book 
is concerned with Dr. Scott’s efforts to win recognition that the serum is an effec 
tive treatment for cancer, and with criticism of organizations interested in cancer 
research, principally the American Cancer Society, for not granting this recogni 
tion. At the time the book went to press, Mr. Deaken had died some time before, 
and negotiations were being conducted with a laboratory in the East to test the 
serum. 

Not mentioned in the book, however, was the work of Drs. Engle and Glover at 
the National Institutes of Health from 1929 to 1938, nor the continued interest of 
the Murdock Foundation resulting in the publication of “The Treatment of Cancer 
in Man” in 1940. The extensive bibliography fails to include articles by Dr. Glover, 
Canada Lancet and Practitioner 74:92-111, 1930; and by Drs. Engle and Glover, 
Public Health Reports 48:319-321, March 31, 1933, although it does include the 
review of the report of the Toronto Academy of Medicine in the J.A.M.A. 762396, 
Feb. 5, 1921. 

According to the 1958 A.M.A. Directory, Michael J. Scott, M.D. was born in 
1877, and received an M.D. from the Creighton University School of Medicine in 
Omaha, Nebraska, in 1903. He is a member of the College of Surgeons and is at 
present retired. 
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From Pillar to Post 


“... The parents of a child with fibrosarcoma had learned of a patient I was 
treating with 5-Fluorouracil with modest success and came to ask if it would help 
their child. I replied that to my knowledge and from what I could learn from the 
work of others that it did not offer promise in such a situation but that I would 
seek information as to what might offer help when I attended the Conference on 
Chemotherapy of Solid Tumors at Madison, Wisconsin and the Fourth National 
Cancer Conference at Minneapolis. 

I learned that this family had been advised by a couple of doctors to have the 
child’s leg amputated to halt the disease and one of those doctors was Dr. —___ 
of your city. Another doctor had advised a perfusion of the limb. Instead, the 
family had been lured to the use of Krebiozen, although the doctor they had pre- 
vailed upon to administer it was doing so without much faith in it or enthusiasm 
for his task. 

This family is intelligent and asked for my opinion. I feel that I have their 
respect and I should like to give them an honest and intelligent conclusion. I 
have an opinion but it cannot be very convincing or deserving of great weight 
because it is based on a paucity of facts. I don’t believe I’m much different from 
most other doctors in this situation except, perhaps, that I have a little more 
interest in knowing the true facts. 

I have tried to guide these people to responsible authorities in cancer treat- 
ment. I arranged to have the patient seen by Dr. and he took pathological 
slides back to the University where he consulted with their pathologist and Dr. 

. The latter proposed that she come there for a groin dissection and a simul- 
taneous limb perfusion, if advisable. In the meantime, the father was in contact 
with Hospital in N. Y. State and the National Cancer Institute at Bethesda. 
I also helped to arrange an examination in N. Y. by Dr. and he advised that 
she be treated here locally with Actinomycin D and mentioned Dr. ____, the 
co-winner of the Nobel Prize of a few years ago, as one who could give that drug. 
Then I contacted Dr. __ and he saw the father and thought it was arranged to 
have her treated in the University Hospital here. However, the father felt he 
owed a little lovalty to Dr. ____, [the doctor who had suggested Krebiozen— 
Ep.] and took the child to Chicago in order to allow him a final observation before 
he started the new treatment. 

Dr, ___ _ persuaded him that Krebiozen was akin to Actinomycin D, and 
that a horse suffered the toxicity so that the patient was spared the ill effects. 
Then he informed him that their new Krebiozen was 10 times as potent as the 
original and persuaded him to allow him to administer a dose while there and 
proposed a trial of at least a month more. The father came asking me to admin- 
ister the Krebiozen although it would have meant excessive travel. I declined on 
the grounds that I felt I would be prejudiced and that the former doctor would 
be better informed in its use as well as being more accessible. I am anxious to 
keep the doors open for more conventional treatment if, and when, the Krebiozen 
fails, and I hope it will not be too late then. I try to keep in touch with the family. 
However, I feel that we have all been rather lame in our not being able to present 
a more conclusive viewpoint and resolve all this ceaseless travel and turmoil.” 


From a doctor’s letter to the editor. 





Cleveland Clinic Foundation, Cleveland, Ohio. Inset: Rupert B. Turnbull, Jr., M.D. 





Management of Occult Invasive Cancer in 
Polypoid Adenomas of the Colon and Rectum 


The editor interviews Rupert B. Turnbull, Jr., M.D., The Cleveland Clinic Founda- 
tion, Cleveland, Ohio. 
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Dr. Turnbull, because of the greater interest in carcinoma of the 
colon and rectum and the increasing use of the proctoscope, more 
and more polypoid adenomas of the colon and rectum are being 
found. What should be the treatment and management of the pa- 
tient when a clinically benign adenomatous polyp is found ? 


Our experience has given us support for recommending minimal 
surgical treatment in polypoid adenomas of the rectum 


Is the treatment based upon the clinical appearance or determined 
by biopsy ? 

Both of course, but it has been our observation that polypoid ade- 
nomas may be treated successfully by local measures even though 
foci of cancer are found on histological examination. 


Does this apply to all cases? 

Yes, but there are two requisites. First, the adenoma must appear 
clinically benign, that is, it must be flat or polypoid, freely mov- 
able, reasonably soft, and not ulcerated; and secondly, the ade- 
noma must be destroyed completely to prevent local recurrence. 
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Can you relate your experience which supports this treatment 
recommendation ? 

Thirteen hundred and forty-five patients were studied to deter- 
mine their survival following treatment of polypoid adenomas of 
the colon and rectum. Microscopic sections of the lesions were 
correlated with the clinical course. There were 117 (8.7%) poly- 
poid adenomas with carcinoma in situ; 26 (2.0%) polypoid ade 
nomas had carcinoma invading the lamina propria and were 
designated as superficial carcinoma. Thirty-seven (2.7% ) ade- 
nomas had foci of invasive cancer. In these the cancer penetrated 
the muscularis mucosae but not the two principal muscular coats. 


Since all of these are very minimal cancers, strict selection must 
have been made. 

Oh, yes. Excluded from the study were all polypoid adenomas of 
patients with familial polyposis and those adenomas associated 
with cancer of the colon and rectum or found following resection 
for cancer and large villous adenomas. 


How were these patients treated 2 


The adenomas were removed by local excision when they involved 
the colon and by biopsy and coagulation when they were situated 
in the rectum. Biopsy was made of the small rectal adenomas and 
the remaining portion coagulated to the base as an office pro- 
cedure. The larger rectal adenomas were visualized and treated 
through the proctoscope by reducing their size piecemeal with 
biopsy forceps and then coagulating the residual base or stalk. 


What sort of results did you get with this type of treatment? 
The 37 patients having invasive cancer in the polypoid adenomas 
were followed to determine whether or not local recurrence of 
cancer or metastasis occurred. Thirty-one rectal adenomas were 
treated by coagulation and six colonic adenomas by transcolonic 
excision. All 37 patients were accounted for from four to 14 years 
after treatment. None died of cancer. One male, 77 years of age, 
had local recurrence of cancer in the rectum at the time of his 
death from a coronary occlusion, three years following repeated 
minimal coagulation. No patient died of metastasis. Two pa- 
tients later developed new primary carcinomas of the rectum and 
colon, seven and 11 vears after local treatment of the rectal ade- 
nomas containing foci of invasive cancer. 


Your experience convinces you that local treatment of cancer in 
benign-appearing polypoid adenomas is safe? 

Yes. The histologic finding of foci of invasive and noninvasive 
cancer has not altered our method of treatment, providing the 
adenoma has the appearance of a benign tumor to an experienced 
observer. This type of cancer apparently does not metastasize 
and, if adequately treated, does not recur locally. 


Cancer 


of the Breast* 
C. D. Haagensen, M.D. 


The general practitioner, who must 
know much about many diseases, must 
certainly keep up with current think- 
ing regarding cancer of the breast. One 
of every 20 of his women patients will 
sometime this one of 
every ten will come to him with some 
symptom referable to the breast. 

The practitioner, not the 
surgical specialist, sorts the patients, 


have disease, 


general 


reassures those whose symptoms are 
due only to physiologic disturbance in 
the breast and sends those with signs 
of breast disease to a competent sur- 
geon. The general practitioner thus 
bears the main responsibility for the 
clinical diagnosis of breast cancer. 

There are three steps in this diag- 
nosis: 

1. The patient discovers a tumor in 
her breast and consults her physician. 

2. The physician—usually the fam- 
ily doctor—-examines the breast and 
makes a tentative clinical diagnosis. If 
he concludes that his patient has breast 
disease he refers her to a properly 
qualified surgeon. 

3. The surgeon biopsies the tumor 
and proves its cancerous nature, 

Any one of the three participants in 
this fateful drama of diagnosis may 
fail to do his duty and thus forfeit the 
chance of cure. This happens so often 
that in the average American commu 
nity only about 50 percent of all pa- 
tients with breast cancer have lesions 
that are still curable by operation when 
they reach the point at which a micro 
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scopic diagnosis has been made and 
treatment must be decided upon. Our 
best hope for improving our results is 


to improve diagnosis, 


The Patient 

In the first of the three steps in diag- 
nosis—the patient’s perception of her 
breast tumor—nature has given women 
a great advantage. The breast is on the 
surface of the body and easily palpat- 
ed. A cancer within it usually forms a 
definite tumor, distinguished from the 
surrounding softer breast tissue by its 
firmness, Which most women feel per- 
fectly well as something new and dif- 
ferent. They may describe it as a 
“lump” or “thickening” or “hard knot.” 
They usually discover it accidentally 
while bathing or dressing. 

Some patients discover the tumor 
while it is as small as one centimeter 
in diameter—which proves that it is 
entirely possible for the perceptive pa- 
tient to find her breast tumor while it 
is comparatively early and curable. The 
average patient coming to our clinic, 
however, has a tumor measuring more 
than five centimeters in 
From what we 
growth of breast cancer we can esti 
mate that it 
months for a 


diameter. 
know of the rate of 
takes from six to 12 
cancer to grow 
from a 1l-cm size, at which it can be de- 
tected by careful palpation, to the 5-cm 
size at which we usually first see it. 


breast 


Inquiry reveals that some women are 
indifferent to their breasts 
be said 


they may 
not to be “breast-conscious.” 
Naturally, such women are apt to dis- 
cover a breast tumor later than those 
whose breasts are more important to 
them. When discover a 
breast tumor some are so frightened 


women do 


for they share the common prejudice 
that that 
they delay consulting a doctor for a 
long time. Whatever the cause of the 


all cancers are incurable 
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delay may be, it is astonishingly long. 
The average delay in my own series of 
private patients has been 7.5 months; 
and it has been 10.7 months in our 
ward patients. This fact seems almost 
unbelievable in a society in which edu- 
cation is generally available. 

The other symptoms and signs of 
breast carcinoma—pain (which is in- 
frequent), skin or nipple retraction, 
nipple discharge, nipple erosion, change 
in size or contour of the breast—are 
not often of importance in early recog- 
nition of breast disease by the patient. 
And early discovery by the patient 
must be our primary aim. 

If breast cancer is to be detected the 
breasts must be examined at least 
every two or three months. Few women 
can manage to have a physician do 
this; there are not enough physicians, 
or enough time or money. Early detec- 
tion can be achieved only by women ex- 
amining their own breasts. Obviously 
they will do it better if they are taught 
how to do it. This was the purpose in 
making the film, “Breast Self-Exami- 
nation,” which has been widely shown 
by the American Cancer Society. In it 
I tried to demonstrate the method on 
which I myself rely in examining the 
breast, adapting it to subjective use. 
The patient lies supine with the side to 
be examined raised by a pillow under 
the shoulder. In this position the breast 
is balanced on the chest wall in as thin 
and even a layer as possible. In self- 
examination palpation is with the flat 
of the fingers of the patient’s opposite 
hand. No effort is made to pick up the 
breast tissues between the fingers. 

If self-examination is to be accepted, 
it is essential to convince women that 
it can be an accurate method of finding 
a breast tumor. In my own mind there 
is no doubt at all about this fact. As a 
specialist concentrating on 
breast disease I have 


finding 


been humbled 
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often enough by a patient pointing out 
to me a small! tumor that I had missed. 
This has taught me invariably to ask 
my patient where she feels a tumor if 
I have not found one. Women palpating 
their own breasts have the advantage 
of a proprioceptive tactile sense, and 
they are often very accurate. Even so, 
the alert woman who has been taught 
self-examination is apt to find her tu- 
mor earlier than the uninstructed 
woman. As proof of this fact I have in 
my case records a considerable number 
of patients who have come to me with 
very small breast carcinomas found by 
self-examination. 

Self-examination is also likely to 
help calm the fear that keeps so many 
patients from consulting a physician 
for a long time after they have discov- 
ered a breast tumor. In becoming more 
familiar with their breasts, and 
through their confidence in the physi- 
cian who has taught them self-exam- 
ination, the problem of breast disease 
becomes much more matter-of-fact and 
so less frightening. 

Some women are of course too jittery 
and hypochondriacal to attempt self- 
examination. They should be discour- 
aged from attempting it. 


The Family Physician 

The second step in the diagnosis of 
breast disease is the examination car- 
ried out by the physician, usually the 
family doctor, when the patient comes 
to him with her breast tumor. Unfor- 
tunately, many physicians are neither 
methodical nor gentle in the examina- 
tion. They usually examine the breasts 
with the patient sitting up, instead of 
in the supine position which I have rec- 
ommended. They are often so heavy- 
handed that patients dread to return 
for examination. 

Worst of all, they either fail to feel 
the tumor or procrastinate regarding 


its significance in more than 20 percent 
of the patients who come to them with 
carcinoma. I do not make this state- 
ment lightly or without data to support 
it, and I am fully conscious of the fact 
that I myself have missed breast can- 
cer. I am convinced from my own er- 
rors that the way to improvement in 
the clinical diagnosis of breast disease 
is to examine the breast more pain- 
stakingly and more gently with a me- 
thodical technique. 

The examination begins with the pa- 
tient sitting erect on the examining 
table with her feet over the side facing 
the physician, and in a good light. All 
clothes down to the level of the umbili- 
cus have been removed. The examiner 
first palpates the axillas and the supra- 
clavicular regions on each side. He then 
inspects the breasts, looking for 
changes in their size and contour, for 
deviation, retraction or erosion of the 
nipples, and most important of all, for 
skin retraction. The latter is often 
brought out by having the patient raise 
her arms above her head, by pectoral 
contraction with hands on the hips, or 
by the examiner gently lifting or mold- 
ing the breast with his hand. 

The patient is then asked to lie su- 
pine on the examining table. A small 
pillow is placed under the shoulder on 
the side of the breast to be examined 
and the arm is raised. The inner half 
of the breast is palpated first. Using 
the flat of the fingers of one hand, the 
examiner traces, so to speak, a series 
of transverse lines across the inner 
half of the breast, beginning in the 
infraclavicular region and proceeding 
caudad to the lower edge of the breast. 
He then follows the inframammary 
fold laterally to the lower outer sector 
of the breast. 

The mammary tissue along the lower 
edge of the breast is often more dense 
and nodular than in other parts of the 


breast, forming, as it were, an infra- 
mammary ridge which should not be 
mistaken for disease. A tumor within 
this ridge out well enough, 
however, to be recognized as something 
abnormal. 


stands 


The patient’s arm is lowered to lic 
along her side, and the examiner pal- 
pates the outer half of the breast in a 
series of transverse lines beginning be- 
low and proceeding cephalad. The up- 
per outer sector of the breast, where 
disease is most frequent, and where 
the breast is thicker and more difficult 
to examine, is palpated with extra care. 
Finally, the subareolar region is pal- 
pated. No attempt to express material 
from the nipple should be made. 

If the examiner finds anything which 
he suspects represents disease in the 
breast there is a further maneuver that 
I recommend. It is the forward-bend- 
ing maneuver. The patient stands erect 
and stretches out her hands to the ex- 
aminer who sits in front of her. She 
then bends far forward while he sup- 
ports her hands on his. In this position 
the normal breasts fall away from the 
body and are symmetrical. Any lesion 
causing fibrosis in the mammary tis- 
sue, such as carcinoma, produces skin 
retraction, or changes the contour of 
the breast, or if it involves the central 
corpus of mammary ducts, pulls in the 
nipple or deviates the axis in which it 
normally points. There are very few 
carcinomas that do not produce some 
type of retraction visible in this for- 
ward bending position. It has been of 
invaluable help to me in recognizing 
carcinoma of the breast. 

From his initial or repeated exam- 
ination the physician must shortly 
come to one of three conclusions: 

1. That his patient's breasts are nor- 
mal, and she need not return for spe- 
cial examination of the breasts. 

2. That her breast pain and in- 








creased nodularity are of physiologic 
origin and no actual disease is present. 
The relationship of these harmless 
physiologic phenomena to the men 
strual cycle should be explained to the 
patient. In so the physician 
should not use that popular word “mas 
titis.” It is not only unscientific, but it 
misleads the patient into believing that 
she does indeed have breast disease and 
it frightens her. It is wise to ask the 
patients with symptoms of physiologic 
origin to return for reexamination in 
three months. 

3. That disease. 
Rather than attempt to define its na- 
ture the general practitioner should at 
once refer such a patient to a fully 
qualified surgeon. He should not him- 
self attempt biopsy, or aspiration, or 


doing 


she has breast 


any further type of diagnostic proce- 
dure. For one thing he cannot know 
enough about these techniques to use 
them safely, and what is more impor- 
tant, they should only be carried out in 
a hospital with all preparations made 
for any operation that may be indi- 
cated. Many lives have been lost by 
general practitioner surgeons attempt- 
ing to treat breast tumors. 


The Surgeon 

The third step in the diagnosis of 
breast cancer is consultation with a 
surgeon, and biopsy. I have not found 
any other diagnostic procedures, such 
as transillumination of the breast or 
x-ray examination, to be of any practi- 
cal value, and I do not employ them. I 
particularly warn against the micro- 
scopic study of smears of nipple secre- 
tions as advocated by Papanicolaou and 
some of his pupils. Because of special 
features of the breast epithelium these 
nipple smears are deceptive. They can- 
not be depended upon to give a definite 
diagnosis, and squeezing the breast 
and the nipple to obtain secretion may 
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well spread breast cancer. 

Here are a few simple rules that ex- 
perience has taught me: 

1. Do NOT draw any conclusion from 
examination of the breasts while they 
are engorged during the premenstrual 
and menstrual phases of the cycle. The 
increased density and nodularity of the 
mammary tissue at this time leads to 
mistaking these physiologic changes 
for disease, and to unnecessary opera- 
tions. 

2. BEWARE of regarding breast dis- 
ease as inflammation, and treating it 
conservatively with local applications 
and antibiotics. Except in association 
with lactation, inflammation is so rare 
that lesions with signs of inflammation 
must always be biopsied. 

3. IF IN DOUBT about the interpreta- 
tion of the findings, reexamine in a 
week or two. But never dismiss the pa- 
tient for a longer time until you have 
made a definite diagnosis. 

4. DO NOT DISREGARD the possibility 
that a very small tumor which the pa- 
tient says she has had for a long time 
may be a carcinoma. A sympathetic 
surgeon naturally wishes to avoid op- 
eration. He is tempted to assume that 
a five-millimeter tumor which his pa- 
tient insists she has had for several 
years is surely benign. This is not a 
safe assumption. The surgeon must 
stick to the rule of prompt biopsy for 
every dominant tumor of the breast. 

Exception to this last rule should be 
made for two types of lesions: 

(a) A rounded, movable breast tu- 
mor developing under the age of 21 is 
almost always a benign adenofibroma 
and there is no urgency about biopsy 
and excision. When they are done the 
skin incision should not be a radial one 

which produces a disfiguring scar 


but a circumareolar incision or a 
curved incision following the skin 
lines. 


(b) When a woman in whom previ- 
ous operation or aspiration has estab- 
lished the presence of breast cysts de- 
velops a new tumor that has the char- 
acter cyst, its nature must of 
course be proved. This should be done, 
however, by aspiration rather than op- 
eration. If fluid is withdrawn and the 
tumor disappears no operation is re- 
quired, 


of a 


tepeated operation for cystic 
disease is unjustified unless the new 
tumor is solid or has some other fea- 
ture suggesting carcinoma. 

Biopsy is the final step in the diag- 
nosis of breast believe 
that incisional biopsy is the most re- 
liable, and therefore the preferred, 
type of biopsy. After all preparations 
for a radical 


carcinoma. I 


mastectomy have been 
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completed, including a full discussion 
of this possibility with the patient, in- 
cisional biopsy is performed in the op- 
erating room under general anesthesia. 
Frozen section is a reliable method of 
studying the small wedge of the lesion 
that 
opsy is a more brutal and much less 
exact method of biopsy. 


is excised. Needle or trochar bi- 


The breast should never be removed 
without microscopic proof of the na 
ture of the lesion within it. In our lab 
oratory at Columbia we do not know 
any breast lesions that we regard as 
precancerous. I therefore remove the 
breast only when I know that it con- 
tains a fully malignant lesion. Mastec- 
tomy is rarely if ever justified as a pre- 
cautionary measure in cystic disease. 


Announcement 


The Inter-Society Cytology Counci! will hold its annual meeting in Memphis, 


Tennessee, on November 2 


~, 


3, and 4. Additional information may be obtained 


by writing to: Dr. Paul A. Younge, Secretary-Treasurer, Inter-Society Cytology 
Council, 1101 Beacon Street, Brookline 46, Massachusetts. 
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“Until a better method of treating cancer of the stomach is discovered 
to supplant surgery, the most fertile field for improving our end re- 
sults lies in the removal of all ulcerating lesions of the stomach re- 
gardless of how innocent they appear to be.” 

Dr. J. E. Strode, Department of Surgery, Straub Clinic, Honolulu, 
Hawaii. 

“Malignant Lesions of the Stomach in Hawaii: Experience with 350 
Patients.” Surgery 49:573-584, May, 1961; p. 583. 


“In the absence of a magic cure-all for cancer, the best that can be 
done is to detect the disease as early as possible and treat it by the 
means available, namely surgery, irradiation or both... . Gynecolo- 
gists have an exceptional opportunity to detect the major pelvic malig- 
nancy, cervical cancer, because it is essentially a lesion of the exterior 
of the body. ... Thus, we have a great advantage over those physi- 
cians who are attempting to detect early malignancy of the internal 
organs.” 

Dr. R. W. Telinde, Emeritus Professor of Gynecology, The Johns Hop- 
kins University School of Medicine, Baltimore, Maryland. 
“Carcinoma In Situ of the Cervix.” Postgraduate Medicine 29 :458- 
464, May, 1961; p. 458. 


“From the point of view of preventive medicine, if smoking leads to 
the development of evena single case of lung cancer, it is clearly the 
task of physicians and the tobacco industry to acknowledge this fact 
and to undertake steps to prevent such an occurrence.” 

Dr. Ernest L. Wynder, Associate Professor of Preventive Medicine, 
Sloan-Kettering Division of Cornell University Medical College. 
Boston, Massachusetts. November 18, 1960. New England States 
Chapter, American College of Chest Physicians. 
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“In those cases (exclusive of occult cancer) with multiple malignancy, 
the second cancer was more commonly responsible for death than the 
first cancer. To cure the first cancer and to allow the second cancer to 
become incurable while the patient is under observation is both em- 
barrassing and tragic.” 

Dr. John Pickren, Chief of Pathology, Roswell Park Memorial Institute, 
Buffalo, New York. 

Manger Hotel. Rochester, N. Y. May 8-12, 1961. New York State 
Medical Society Meeting. 





“Tt is now established beyond reasonable doubt that lung cancer would 
be reduced to less than 10 per cent of its present incidence if cigarette 
smoking were discontinued.” 

Dr. Brian MacMahon, Professor of Epidemiology, Harvard University 
School of Public Health. 

St. Petersburg, Florida. March 18, 1961. American Cancer Society's 
1961 Science Writers’ Seminar. 


“For a breast lesion to increase in size from 1 to 2 em in diameter, 
three doublings are required in the number of cells constituting the 
lesion. Since the mean doubling time for breast cancer lesions appears 
to be in the neighborhood of 90 days, it may be calculated that women 
presenting for mastectomy will usually have been bearing a detectable 
breast mass for a period of approximately 300 days or 10 months prior 
to time of radical mastectomy.” 

Dr. Michael Brennan, Director of Oncology, Henry Ford Hospital, De- 
troit, Michigan. 

Biltmore Hotel, New York, N. Y. June 1, 1961. Meeting of the Amer- 
ican Cancer Society’s Subcommittee on Breast Cancer. 





“When one considers that most cancers of the thyroid develop in non- 
toric goiters and that the thyroidectomy mortality in nontoxic cases 
is practically zero, the physician who advises a watchful waiting and 
‘do nothing’ policy assumes a responsibility which he will find hard to 
justify. All too often in my own personal experience have I seen the 
tragic consequence of that unfortunate and misguided statement 
‘Don't bother it untilit bothers you, ” 

Dr. Robert W. Bartlett, Associate Professor of Clinical Surgery, Wash- 
ington University, St. Louis, Missouri. 

St. Louis, Missouri. October 31-November 3, 1960. Fifty-fourth An- 
nual Meeting, Section on Surgery, Southern Medical Association. 
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CANCER AROUND THE WORLD 





“Prophylactic oncological screening of the whole population has become a 
routine in the U.S.S.R.” This remarkable statement opens the section on cancer 
in a pamphlet entitled Health Services in the USSR, published by the World 
Health Organization in Geneva in 1960. The cancer section goes on to state 
that more than 100 million people were screened for cancer during the years 
1945 to 1957. Depending upon the regions and population groups involved, the 
case-finding rates vary from 1.1 to 1.7 per thousand persons examined. The 
screening examination is carried to the individual rather than the reverse. This 
makes it possible to examine the people at their places of work, consequently, 
the examination can be conducted more easily and more people can be examined. 

The overall cancer problem in the U.S.S.R. is approached as follows: 

1. Ninety-four oncological polyclinics and dispensaries are distributed 
throughout the U.S.S.R. for the purpose of detecting cancer as early as possible 
and to insure early treatment. These centers are coordinated through a central 
institute—The Herzen Oncological Research Institute in Moscow. (All cases of 
cancer in Russia must be registered and a copy of such notification forwarded to 
the Academy of Medical Sciences.) 

2. Practical research on the problem of cancer in general and clinical research 
is conducted at the Herzen Institute—an institute of the U.S.S.R. Health Min- 
istry. Two hundred and fifty beds, a laboratory, and facilities for biochemical, 
biological and pathophysiological investigation are available. 

3. Pure cancer research is carried on in two institutes under the Academy of 
Medical Sciences. One is located in Moscow and the other in Leningrad. 

Below is a table of cancer sites comparing the incidence in the U.S.S.R. and 
the U.S.A. 

PERCENTAGE OF 


TYPE OF CANCER ALL CANCER CASES 





USSR USA* 
Stomach 33.0 5.6 
Uterus and cervix 16.0 8.5 
Skin 12.0 12.0 
Other organs 10.0 45.2 
Mouth 7.5 0.8 
Lungs and bronchi 7.0 8.9 
Breast 6.0 12.5 
Esophagus 5.0 1.3 
Rectum 2.0 3.9 
Larynx 1.5 1.3 

Total 100.0% 100.0% 


U.S.A. figures based on estimated incidence for 1460, compiled November, 1959. Since U.S. doctors are 
obliged to report only mortality data, rather than incidence data, some comparisons may not be reliable 
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The life history of carcinoids. the most common neoplasms of the small 
intestine, is described by Moertel et al. While the majority of these tumors were 
silent and found incidentally at autopsy, about 25% were symptomatic and treated 
surgically, Any residual doubts concerning malignancy of these tumors vanishes 
With the observation that the metastatic rate was 86% in the symptomatic cases. 
It was a peculiar, indolent malignancy, however, for despite liver involvement in 
almost half the patients with metastases, the 5-year survival rate was 50%, and 
27° of the patients with inoperable lesions survived five years! Preoperative 
diagnosis is difficult because of the varied and nonspecific symptoms. The carcinoid 
syndrome occurred in 7% of the patients; all but two of these 14 had liver 
metastases at the time. 


A special difference in the personalities of cancer-bearing women and those 
with benign tumors is reported by Sugar and Watkins. They undertook to study 
women with breast tumors and the reasons for seeking or avoiding treatment. 
To eliminate the various alterations in psyche induced by mastectomy and the 
knowledge of serious disease, patients reporting a breast mass were interviewed 
before medical evaluation or biopsy. As expected more of the masses proved 
benign than malignant. Despite the time of the study, women with subsequently 
proven cancer were not like the patients with benign lesions. Both groups appeared 
fairly well aware of the danger of a breast lump. Patients with lesions later proven 
benign usually had become anxious when they found their masses and sought 
medical attention rapidly. On the other hand, patients with cancer tended to be 
depressed and in their depression denied the symptoms and significantly delayed 
consultation. Whatever the reason for this personality difference, one conclusion 
is of major importance: “... persons who are depressed or otherwise emotionally 
disturbed deny their troubles and mislead the physician. These individuals deserve 
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a further and fuller physical examination than do those who are not depressed...” 


In a series of case illustrations Rothenberg describes 


the medical-emotional 
environment surrounding 


far advanced cancer patients. Too often these people 
are isolated and rejected even within hospital settings; they are too-vivid 
symbols of medical failure and impotence. On the wards the housestaff especially 
react in this way just when good rapport, understanding and support is most 
needed. It is often medical personnel insulation from fear and grief to treat 
diseases not patients but it is less than admirable medicine. 


Public and professional education about cancer have produced quite tangible 
results in the practice of Anglem and Gray. After 1948 they began seeing earlier, 
smaller breast cancers with less axillary involvement than previously. Because of 
this and, so far as they can tell, because of this alone their 5-year survival has in- 
creased from 62% to 74%. They admit to limits on what standard surgery can 
accomplish but they deny that these limits have yet been reached. 





The right of basal cell carcinomas to a malignant designation is supported by 
Cotran. He reports nine new cases of definite metastases from long-standing and 


stubborn but otherwise typical tumors. The frequency of metastasis in the 
Memorial Hospital material is estimated as 0.1%. 


Takahashi studied esophageal carcinoma to determine what factors influenced 


the prognosis after surgery. Surprisingly, neither size 


ze, grade, nor presence of 
metastases was correlated with survival. More subtle histological changes were 
then tablulated. The single factor that proved of any value was the presence of a 
“host reaction,” inflammation about the tumor. 


Shallow conization has been held to be less than optimal treatment for in situ 
cervix cancer. The danger of leaving gland ducts behind is pointed up by Voutsa 
and Foraker as they show by quantitative measurements that these ducts are the 
site of greater activity, atypia and anaplasia than the nearby surface epithelium. 


Finding cancer cells in washings from operative wounds is not a guarantee of 
later wound recurrence. Arons and his coworkers in fact could find no correlation 
between positive washings and local recurrence or distant metastasis ; neither was 
there a significant relation to survival even at five years. 


The thrombogenic property of carcinoma of the body and tail of the pancreas 
is shown by Lafler and Hinerman to be due not to some special magic of the loca- 


tion but to the fact that a mixed duct-acinar type of cancer occurs there but not in 
the head of the pancreas. 


Winkelmann by histochemistry adds further evidence that the 
“juvenile melanomas” 
melanomas. 


so-called 
are far more like benign nevi than like true malignant 


206 E 






cancer 
abstracts 





Lung Cancer Among the Indians 
From 1954 to 1960, 50,000 chest X 
rays done on 8,287 adult Indians from 
the various reservations in California, 
Nevada, Arizona and Utah, revealed no 
cases of primary pulmonary cancer. 
There were two cases of metastatic 
lung disease. Dr. Samuel L. Cohen of 
the United States Public Health Serv- 
ice Indian Hospital interpreted all films. 
The explanation of this absence of 
cancer of the lung is related to the fact 
that cigarette smoking is rare among 
Indians and there are no industrial 
rumes., 
Previous reports by Smith and 
Kraus established a lowered morbidity 
and mortality of cancer especially 
among the Navajo and other Indian 
tribes of Arizona. This was found 
when all age groups were compared 
and hence could not be attributed to 
the lower life expectancy of the Indian. 


Sievers, M. L., and Cohen, S. L.: Lung cancer 


among Indians of the southwestern United States. 
tun, Int. Med, 54:912-915, Mau, 1961. 


Practical Implications of Multiple 

Tumors of the Colon and Rectum 

Patients with carcinoma of the colon 
or rectum should be divided into two 
groups: those with a solitary lesion; 
and those with one or more additional 
lesions, benign or malignant. 


glance... 


When one is dealing with a solitary 
malignant lesion of the colon or rectum 
the conventional type of resection ap- 
pears to be indicated. 

If either before or at the time of re- 
section an additional tumor, benign or 
malignant, is found in the specimen, 
the amount of intestine removed should 
be extended beyond conventionally ac- 
cepted limits. 

For lesions of the ascending colon, 
the bowel should be resected to at least 
the left half of the mid-transverse 
colon. For lesions of the transverse 
colon, an ileosigmoidostomy should be 
performed. For lesions of the descend- 
ing colon, an anastomosis between the 
left half of the mid-transverse colon 
and the rectosigmoid region should be 
carried out. For lesions of the rectum 
not amenable to restoration of contin- 
uity of the bowel, an extended Miles re- 
section, with an end colostomy just dis- 
tal to the splenic flexure, with mobili- 
zation of the latter, is indicated. 

In addition to a more extensive ini- 
tial operation, careful follow-up stud- 
ies should be carried out at more fre- 
quent intervals in patients with more 
than one tumor of the colon. 

—AUTHOR’S SUMMARY 
Peabody, C. N., and Smithwick, R. H.: Practical 
implications of multiple tumors of the colon and 


rectum, New England J. Med. 264:853-8 


5, April 
ae, 1961; p. 8 
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FEEDBACK 





To THE EDITOR: 

One of the real sources of pleasure 
and profit in reading CA is the aplomb 
with which differing and varying opin- 
ions are published in this valuable pe- 
riodical. Sometimes even the facts on 
which opinions are based seem to be 
completely at variance. 

An interesting example of this dif- 
ference is embodied in your breezy 
compendium of quotes entitled ‘““Now 
Hear This.” In the Jan.-Feb. 1961 issue 
there is a speech dated Dec. 15, 1960 
from a staff conference at Memorial 
Hospital at which Dr. Emerson Day of 
SKI-Cornell states “Eight of every nine 
detectable cancers of the rectum and 
colon will be missed if one depends on 
digital examination alone...” 

The following issue (March-April) 
of ‘Now Hear This” refers to a speech, 
at Minneapolis, Minnesota, by Dr. Vic- 
tor A. Gilbertsen “In our series of 501 
patients with rectal cancer, virtually 
all of the lesions could be palpated by 
means of simple digital examination.” 

Since, presumably a figure of more 
than 500 patients with rectal cancer is 
a rather generous sample, we must con- 
clude that somebody is statistically in 
error. At the moment the reader is left 
to choose between the incidence of one 
out of nine rectal cancers being de- 
tected by digital examination, or that 
“virtually all’ rectal cancers can be 
palpated by simple digital examina- 
tion. You pays your money, you takes 
your choice. 

JOHN J. ANDUJAR, M. D. 
Fort Worth Medical Laboratories 
Forth Worth, Texas 
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TO THE EDITOR: 

I am greatly disturbed by the impli- 
cations of the statement of Dr. Victor 
A. Gilbertsen which appeared in “Now 
Hear This” in the March-April issue of 
CA (Vol. 11, No. 2, p. 69). It may well 
be true that “virtually all” of a large 
series of rectal cancers were palpable 
by simple digital examination, but this 
could apply only to bulky, fixed ad- 
vanced lesions. Such are not the target 
of the cancer detection program of 
“earlier diagnosis for best prognosis.” 

In a series of 205 carcinomas of the 
rectum and colon diagnosed at Strang 
Clinic, Memorial Hospital, only 26 
(12.7% ) were within 8 cm of the anal 
margin. For detection of the remaining 
179 (87.3%) proctosigmoidoscopy was 
obviously a requirement. Furthermore, 
in the experience of most of us, even 
many of the early lesions in the 1-8 em 
rectal segment are first detected by vis- 
ualization rather than by palpation be- 
cause of their small size and lack of 
fixation. 

The message which must be empha- 
sized is that digital examination alone 
is not adequate for the detection of the 
majority of rectal cancers, and that the 
first localized and highly curable stages 
of cancer of both the rectum and the 
colon will be largely missed if we don’t 
make a habit of insisting on procto- 
sigmoidoscopy as well as digital exam- 
ination. 

EMERSON Day, M. D. 

Chairman, 

Department of Preventive Medicine 
Memorial Hospital for 

Cancer and Allied Diseases 
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Cancer chemotherapy has been pre- 
sented to the public and the Congress 
as holding great promise. The result 
has been a large federal-supported can- 
cer chemotherapy testing program. 
This gigantic project was recently de- 
scribed by a British chemist as follows: 
“Three tumors are being used for test- 
ing thousands of drugs, and antibiotic 
brews submitted annually to this vast 
organization. While there is not basic 
objection to the philosophy of high sea 
net fishing, we, in Britain, do not wish 
to (and cannot ) compete with this gar- 
gantuan setup. Our philosophy is based 
on the principle of fly fishing involving 
man power, animals and cage 
space.” High sea net fishing is produc- 
ing some rather bizarre results and 
problems in cancer therapy. In some 
instances, it has brought reputable 
physicians to the very brink of quack- 
ery. At times it is difficult to determine 
whether a chemotherapeutic agent be- 
longs in the same category as some 
rather obvious nostrums. The tragedy 
of the confusion arising from such un- 
certainty falls heaviest upon the cancer 
victim. The case report under the cap- 
tion “From Pillar to Post” on p. 194 in 
this issue illustrates the type of mis- 
fortune which can befall such a patient. 

There is, innately, within the field of 


less 





cancer chemotherapy, the potential for 
easy misuse. Before one can establish 
himself as a surgical specialist in treat- 
ing cancer, years of intensive training 
are necessary, and many requirements 
must be met, such as the approval of 
colleagues for hospital and operating 
room privileges. Similarly, the radio- 
therapist has to qualify himself through 
long years of training and must also 
have access to expensive, very complex 
hospital equipment. Such restrictions 
offer the cancer victim tremendous pro- 
tection by eliminating self-styled can- 
cer specialists in these fields. This does 
not exist, however, in chemotherapy. 
All the physician needs is a license to 
practice medicine and a chemical agent. 
Through publicity such an individual 
can become a world-renowned author- 
ity almost overnight, and attract cancer 
victims to his door from all parts of the 
country. It is so easy for questionable 
medical practices to spring up in chem- 
otherapy that even with the best of in- 
tentions, it happens, when it delays the 
employment of established curative 
measures. For some inexplicable rea- 
son the cancer victim is particularly 
prone to exploitation, innocent or other- 
wise. Physicians in particular must be 
on guard to protect their cancer pa- 
tients and to avoid participation in 
such practices: 
“For sweetest things turn sour by 
their deeds. 
Lillies that fester smell far worse 
than weeds.” 
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UNPROVED CANCER THERAPY 
A CONTINUING CHALLENGE 
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Unproved Cancer Therapy, A Continuing Challenge 


Pictured above is an exhibit for the medical profession entitled, ‘‘Unproved 
Cancer Therapy, A Continuing Challenge,’ which is available on loan through 
the American Cancer Society Divisions. 


The exhibit emphasizes that unproven cancer therapy is a continuing problem 
that plagues cancer victims throughout the entire United States. A map showing 
the principal locations of unproved cancer therapy activity in the past decade 
is the central feature. What physicians can do to help solve the problem are 
listed, the most important of which is support of state legislative action for con- 
trol of unproven methods of cancer treatment. Such legislation has been 
enacted in California, Kentucky, Nevada and Colorado, and similar laws are 
to be encouraged for enactment in the remaining states in order that the prob- 
lem can be controlled in the local community where the patient comes into 
contact with the unproven method. 


There are two versions of the exhibit. One is 10 feet in diameter and suitable 
for state medical society meetings. The other is a 3’ x 5’ cardboard version 
which is suitable for staff and tumor conference rooms. 








